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J. Giannas,* A. Bayat and S.J. WatsonDepartment of Plastic, Reconstructive and Hand Surgery, Wythenshawe Hospital, Southmoor Road,
Wythenshawe, Manchester M23 9LT, UKCommon peroneal nerve (CPN) injury produces considerable and serious disability. The nerve is most frequently damaged as
a result of trauma (sharp or blunt, traction, fracture, laceration, and avulsion). Less often iatrogenic injury is the cause of
damage (application of tight plaster, retraction injury, division during operation).
Even rarer is the complete or partial division of CPN during varicose vein operations. In the UK, on average 34 patients
every year begin legal action against their medical attendants in connection with the treatment of varicose veins, on a
background of an estimated 100,000 procedures performed. Nerve damage is the most frequent of all major complications
that result in legal action; it is cited in 15% of cases. The commonest nerve injury, accounting for about half the cases, is to
the common peroneal nerve just before or, as it crosses the neck of the fibula. We present three examples in two cases, which
outline the risk of CPN injury, the spectrum of clinical presentation and the problems produced by a failure to recognise the
deficit immediately. Regional anatomy, consequences of nerve damage and management options is discussed.Keywords: Common peroneal nerve; Varicose veins, iatrogenic injury; Nerve reconstruction.Introduction
Common peroneal nerve (CPN) injury may result in
significant functional disability. CPN is most fre-
quently damaged as a result of trauma. Less often
iatrogenic injury is the cause of damage (Table 1).
However, complete or partial division of CPN during
varicose vein operations is a devastating and debilitat-
ing complication (Table 2). CPN injury is the
commonest nerve injury,1 accounting for half the
cases, of peripheral nerve injuries following varicose
vein operations. We present two cases, which outline
the risk of CPN injury. Regional anatomy, clinical
presentation, consequences of nerve damage and
management options is discussed.ing author. J. Giannas, FRCS, Specialist Registrar in
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A 44-year old woman underwent bilateral high
ligation and avulsions. Immediately post-operatively
she had bilateral foot drop with sensory loss on the
lateral aspect of her legs and feet. The left leg
recovered spontaneously within 3 weeks. Three
weeks later, she underwent exploration of the CPN
on the right leg, which was found to be completely
divided. CPN was repaired directly by the surgeon.
Nevertheless, 15 months later she still had no recovery
and was, therefore, referred to a plastic surgeon. An
exploration of the right CPN revealed a neuroma,
which was excised leaving a 7-cm gap. Nerve gap was
repaired with four cables of sural nerve grafts. The
following year there was minimal improvement with
no muscular activity except some eversion. Therefore,
a tibialis posterior transfer to tibialis anterior was
performed. This procedure gave her satisfactoryEur J Vasc Endovasc Surg 31, 443–445 (2006)
doi:10.1016/j.ejvs.2005.10.020, available online at http://www.sciencedirect.com onved.
Table 1. Types of injury to CPN
Trauma Iatrogenic Surgical procedures1,3
Sharp Tight plaster Osteotomy4,5,14
Blunt Retraction Baker cyst resection5
Traction Division Vein stripping or ligation5,6,7,8
Fracture Gastrocnemius m. release5
Laceration Meniscectomy
Avulsion Cruciate ligament plasty
J. Giannas et al.444control of her ankle and minimized the use of the foot
drop splint.
Case 2
A 49-year old man had ligation of the short saphenous
vein and multiple avulsions for varicose veins. Three
weeks after his surgery, patient and surgeon became
aware of a foot drop, and sensory loss to the lateral
aspect of his right leg, which suggested injury to the
CPN. Threemonths subsequent to his injury, he had an
electromyography study that demonstrated complete
division of the CPN and minor lesion to the tibial
nerve. At this point, he was referred to the plastic
surgery unit where he underwent exploration of his
right CPN. A neuroma was identified and excised
leaving a 4-cm gap, which was repaired with four
cables of sural nerve grafts. Histology confirmed that
the lesion was a traumatic neuroma. One year
following, the operation there was no recovery and
the patient had a tendon transfer.Discussion
On average 34 patients take legal action in the UK
every year against their medical practitioners, on aTable 2. Diagnosis of CPN injury
CPN injury
Clinical presentation
Foot drop
Usually painless
Sensory loss dorsum of foot
Examination
Weak or absent
Ankle dorsiflexion
Extensor hallucis longus
Eversion
Normal
Plantar flexion
Inversion
Sensory loss
Lateral aspect leg (superficial branch)
Dorsum foot (superficial branch)
First web space (Deep branch)
Investigations
EMG only if chance of spontaneous recovery
Eur J Vasc Endovasc Surg Vol 31, April 2006background of 100,000 varicose vein operations.1,2 One
of the most common complaints amongst these cases is
peripheral nerve damage, half of which are due to
CPN paralysis. This problem may also be under-
reported because not all cases of CPN injury may seek
legal advice. Injury to the CPN during varicose vein
procedures 3,4 is avoidable with proper care and
adequate anatomical knowledge.
The sciatic nerve divides into the tibial and common
peroneal nerves, proximal to the knee. At a variable
distance above the knee, the CPN leaves the tibial
nerve and it descends obliquely along the lateral side
of the popliteal fossa to the fibular head, medial to the
biceps femoris and lying between its tendon and the
lateral head of the gastrocnemius. It curves lateral to
the fibular neck deep to the peroneous longus and
divides into superficial and deep peroneal nerves.
CPN is relatively superficial as it descends along the
medial border of the biceps tendon, deep to the
subcutaneous fat only, and remains unprotected as it
traverses the lateral aspect of the head of the fibula
where is easily compressed at this site.5 (Fig. 1) We
think that the combination of stab incisions and
scarring increases the risk of damage to the CPN. It
is preferred to expose the varicose veins, using longerFig. 1. Common peroneal nerve course in the popliteal fossa.
Dotted area indicates where nerve is most at danger.
Table 3. Algorithm for management of CPN injury
        CPN injury     
Sharp trauma incl. 
iatrogenic
Blunt trauma 
(Stretch, contusion)
SPECIALIST 
ADVISE
EXPLORATION Foot drop splint 
/await recovery
exploration 
Nerve grafts  Direct repair 
If no recovery within 
3 months consider 
exploration 
If no improvement 
within 2 years consider 
tendon transfer
CPN Injury during W Operation 445incisions especially in the presence of previous
scarring.
Patients with a suspected CPN lesion should be
referredwithin 3weeks to a specialist surgeon.6,7 If there
is a high index of suspicion that the nerve has been
transected completely and there are no signs of recovery,
exploration and direct repair or nerve grafts from the
opposite sural nerve should be undertaken.8–11 In cases,
where stretch or contusion injury is suspected, electro-
myography (EMG) studies may be helpful.12 Such
injuries are usually monitored for several months by
clinical and EMG means for signs of early regener-
ation.10–13 A concern watching a nerve recovery is the
potential muscle deterioration. A dennervated muscle
needs to be innervated within 6 months at the latest. A
higher chance of recovery is normally expectedwithin 2
months following injury and immediate repair.13 If the
recovery of the muscle is not satisfactory after 18–24
months following repair, then tibialis tendon transfer
should be considered.12 (Table 3) Tendon transfer is a
very good salvage procedure and usually control the
foot drop satisfactorily.Conclusion
CPN injury during varicose vein operation can be
prevented by knowledge of the anatomy, remember-
ing that the CPN can be superficial as it runs along the
medial border of the biceps femoris up to the neck of
the fibula. The nerve is at risk on that area during
varicose vein avulsions. It is safer to expose the
varicose veins using longer incisions especially in the
presence of previous scarring. Early diagnosis is
important and when a patient awakes from an
operation with signs of CPN paralysis it should be
assumed that the nerve has been damaged. Immediate
referral and exploration by a specialist surgeon offers
the best chance for recovery. When there is delay for
exploration, nerve grafts are necessary for repair of the
CPN. Unfortunately the results are poor and tendon
transfer may be required to improve foot function.References
1 Tennant WG, Ruckley CV. Medicolegal action following
treatment for varicose veins. Br J Surg 1996;83:291–292.
2 Popliteal nerve avulsed. Medical Defence Union Annual Report
1988; p. 57.
3 Critchley G, Handa A, Maw A, Harvey A, Harvey MR,
CorbettCRR. Complications of varicose vein surgery.Ann R Coll
Surg Engl 1997;79:105–110.
4 Dimakakos P, Vlachos L, Papadimitriou J. Surgery of varicose
veins on ambulatory basis, early and late results. Int Surg 1995;80:
267–270.
5 Back and medial region of thigh. Gray’s anatomy, p. 121.
6 BIRCH R. Iatropathic injury. In: BIRCH R, Surgical disorders of the
peripheral nerves, p. 445.
7 Wood M. Peroneal nerve repair, surgical results. Clin Orthop
1991;37:101–103.
8 Kretschmer T, Antoniadis G, Braun V, Rath S, Richter HP.
Evaluation of iatrogenic lesions in 722 surgically treated cases of
peripheral nerve trauma. J Neurosurg 2001;94:905–912.
9 Birch R, Bonney G, Dowell J. Iatrogenic injuries of peripheral
nerves. J Bone Joint Surg 1991;73-B:280–282.
10 Bonney G. Iatrogenic injuries of nerves. J Bone Joint Surg 1986;68-
B:9–13.
11 Kim D, Kline D. Management and results of peroneal nerve
lesions. Neurosurgery 1996;39:312–319.
12 WilkinsonMCP, Birch R. Repair of the common peroneal nerve.
J Bone Joint Surg 1995;77-B:501–503.
13 Brockes JP, Kumar A, Velloso CP. Regeneration as an
evolutionary variable. J Anat 2001;199(Pt 1–2):3–11.
14 Jackson JP,WaughW. The technique and complications of upper
tibial osteotomy. J Bone Joint Surg 1974;56B:236–245.
Accepted 17 October 2005Eur J Vasc Endovasc Surg Vol 31, April 2006
